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vessels, an infarction related artery providing collateral branch to
another one should always be thought. Under emergent condition,
sometimes complex angiography may confuse our target. For this
case, the RCA seems has a tapering end. In addition, the RCA is the
only vessel that was not bypassed. It might look like a chronic total
occlusion. This could be the best shot under limited time. Luckily, the
RCA was easily passed. We save a lot of time for this patient.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. XX
Relevant clinical history and physical exam. 45-year-old Chinese male.
Cardiovascular risk factors of smoking, hypertension and hyperlipidemia
Had history of inferior STEMI status-post PCI to distal RCA (bare-
metal stent) in 2003
Now, 10 Years After Last Myocardial Infarction,
Presented with:
Sudden chest pain with shortness of breath for 3 days, worse on exertion
Dyspnea not related to posture
Abdominal bloatedness
Relevant test results prior to catheterization. Creatine kinase 1029 U/L
(30-350)
Creatine kinase-MB 28.4 ug/L(1.0-6.0)
Troponin I 24.6 ug/L (0-0.039)Relevant catheterization ﬁndings. Coronary angiography: Occluded
proximal RCA (at previous stent)
Primary PCI of RCA performed:
6Fr Thrombuster aspiration
Two boli of intracoronary integril in administered
Sequential inﬂations with Tazuna 3x15mm balloon & Quantum Apex
4.5x15mm balloon
After PCI, the patient developed persistent dyspnea. Cause?
Pulse oximetry 85% on 50% O2 and 92% on 100% O2
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Procedural step. Investigating the cause of the hypoxemia:
Chest Radiograph Showed No Pulmonary Congestion
CT Pulmonary Arteries Showed No Pulmonary Embolism
Transthoracic echo showed dilated LV, LVEF 15%, severe LV and RV
function.
Contrast Bubble Echocardiogram Showed Patent Foramen Ovale with
Right-to-Left Shunt Mechanism of Dyspnea:
RV Infarct Causing Hypoxemia Through PFO
Non compliant infarcted right ventricle increased RA pressure to the
point that it exceed LA pressure. Condition exacerbated by tricuspid
regurgitation and elevated PA pressure
Early aggressive revascularisation of occluded RCA most effective
Other measures include intravenous nitroglycerin to decrease RV
preload, or inhaled nitric oxide to decrease RV after load and RA
pressure without causing systemic vasodilation
Things to avoid
(1) Intermittent positive-pressure breathing to improve arterial oxygen
saturation
(2) Volume load – Both results in increased RA pressure
(3) IABP – increase shunt ﬂow by decreasing LV after load and preload
Proceeded with percutaneous closure of PFO with a 9mm Amplatzer
Occlude device.
Post-PFO closure, patient had immediate resolution of hypoxemia,
Sp O2 95% on room air. Patient symptomatically improved and was
discharged 3 days later.
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cyanosis and hypoxia (particularly not improving with increasing
oxygen supplementation), patency of for amenovale or unknown
atrial septal defect causing intracardiac shunt should be considered
TTE or TEE should be done to determine the existence of PFO
Management should be directed to improve RV performance by
early revascularization of occluded right coronary artery, and reduce
RV and atrial pressures through preload reducing agents
If all measures fail, percutaneous closure of PFO should be per-
formed
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. CA
Relevant clinical history and physical exam. A 50-year-old man was
referred to our center by a local hospital for worsening chest pain. His
risk factors include hypertension, diabetes mellitus and smoking. At
ﬁrst, he was hemodynamically stable but the intensity of chest pain
increased quickly overtime. On arrival, he rapidly became restless,
sweating and tachycardia. His blood pressure remained stable on IV
dobutamine support and the lungs had bibasal crepitations. A loading
dose of clopidrogel 300 mg and aspirin 300 mg were given.
Relevant test results prior to catheterization. ECG at Emergency Depart-
ment showed wide spread ST depression at II, III, AVF, V3 to V6 leads
and ST elevation at AVR, AVL leads suggestive of ‘left main syn-
drome’. The initial Troponin T level was normal and the Creatinine
Kinase was 61 u/L. The echocardiography showed depressed left
ventricular ejection fraction of 35% with hypokinetic left anterior and
apical walls.
Relevant catheterization ﬁndings.
1. Left coronary angiogram showed total occlusion of the mid-shaft left
main coronary artery (LMCA).
2. Left circumﬂex (LCX) artery was not visualized.
3. Right coronary artery (RCA) was normal and supplying collateral to
mid left anterior descending (LAD) artery.
[INTERVENTIONAL MANAGEMENT]
Procedural step. After a brief discussion with cardiothoracic surgeon
and the patient, taking into consideration the consequences of delay
revascularization, highly unstable hemodynamic and the non avail-
ability of immediate CABG surgery, primary PCI was selected as the
initial strategy. A 7Fr sheath and Intra-aortic balloon pump were
inserted via right and left femoral arteries, respectively. The LMCA
was engaged with a 6Fr XB 3.0 guiding catheter. At ﬁrst, it was difﬁ-
cult to wire into the unrevealed LAD and LCX arteries. After repeated
attempts, two 0.014” BMW and Runthrough ﬂoppy guide wires were
successfully negotiated across the LM, intermediate and LCX arteries
stenoses. A 2.0x10 mm balloon (Tazuna) was used to inﬂate LAD and
LCX arteries sequentially. Immediate angiogram showed restoration
of coronary ﬂow into LAD, intermediate and LCX arteries. It also
revealed the total occlusion at mid LAD artery. Patient’s chest pain
was instantly relieved. In order to ensure complete relief of myocar-
dial ischemia, the LMCA was also dilated, but not stented. However,
recoil of vessels seemed to occur and a bolus dose of IC Reopro was
given after repeating balloon angioplasty. Attempts were made to
cross the total occlusion at mid LAD antegradely, but unsuccessful. At
this junction, even though we could not achieve full revasculariza-
tion, patient was hemodynamically stable and his ECG shown reso-
lution of ischemia. The option of CABG was discussed and he was
referred to cardiothoracic surgeon.
